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Abstract We present here a case of high airway pressure
secondary to tracheal tube obstruction during robotic-
assisted laparoscopic radical prostatectomy, and the
diagnostic dilemma.
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Introduction
Robotic assisted radical prostatectomy is conducted using
the Da Vinci surgical robot, controlled distantly from a
console by the operating surgeon. There are Wve laparo-
scopic ports and the procedure requires a pneumoperito-
neum for 3–4 h in an approximately 30° Trendelenburg
position.
Case report
A 48-year-old man, ASA I, presented for robotic radical
prostatectomy. Induction was uneventful and the trachea
was intubated with size 8.0 Portex tracheal tubing and Wxed
at the 22 cm mark at the angle of mouth. The lungs were
mechanically ventilated without any problem. After secur-
ing the patient on the operating table, before surgical inci-
sion he was positioned in the Trendelenburg position to
ensure good bilateral ventilation of the lungs without
unduly high airway pressures.
On creation of the pneumoperitoneum there was a sud-
den increase in airway pressure up to 40 cm of water with a
decrease in compliance of the lungs. Auscultation of the
chest excluded endobronchial intubation or bronchospasm
and tracheal suctioning showed the endotracheal tube was
patent. There was high resistance to manual ventilation,
which disappeared with abolition of the pneumoperito-
neum. The endotracheal tube was withdrawn 1.5 cm and
the pneumoperitoneum was created, again with reappear-
ance of high airway pressure. There seemed to be a discrete
cut oV at 7 cm H2O, where the respiratory compromise
occurred. This was independent of patient position. The
clinical picture was suggestive of tension pneumothorax,
and an on-table chest X-ray was taken to investigate the
pneumothorax, presumed secondary to a pleuro-peritoneal
communication. The chest X-ray, however, showed no evi-
dence of pneumothorax and the endotracheal tube was
approximately 3 cm above the carinal angle.
At this we inserted a Wbreoptic bronchoscope through
the tracheal tube and observed that the bevel of the endotra-
cheal tube was abutting against the tracheal wall. Because
of the absence of a Murphy’s eye in the tube, obstruction of
the tube occurred on creation of the pneumoperitoneum.
Changing the endotracheal tube for one with a Murphy’s
eye resolved the problem and the rest of the operation
proceeded uneventfully.
Discussion
We concluded that the physical movement of the dia-
phragm and mediastinum upward on creation of the
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170 J Robotic Surg (2007) 1:169–170pneumoperitoneum caused obstruction of the endotracheal
tube by the trachea itself. Alteration of the tracheal tube
position with endobronchial intubation, leading to increase
in airway pressure, has been reported during gynecological
laparoscopy in the head down position [1, 2]. We searched
the literature and discovered reported cases of tracheal
obstruction because of abutment against the tracheal wall
[3, 4]. We could not Wnd any report of obstruction occur-
ring with creation of a pneumoperitoneum only.
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